MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

PARTMENT OF PUBLIC HEALTH AND WELFARE 6 507 - = e v ’ =
BT gt e T i e i e 3OLE_pr o5 O] G EEOEPE 77
w

©ON THIS STUD

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if institution: Residenca before

a. COUNTY COI;E a. STATE EE I : I I EI COUNTY admissien)

- b. Cl‘lj.\‘r (If owiside corporate limits, give TOWNSHIF only] Length of stay in 1b . CITY Inside Limits
OR

TOWN TOWN Y N

i c e EEEERSON CITY _ O JRFRERSON CTTY wg No O
[N in , gi Ingi imi N : -~ 7

_/1'2[., FULL NAME O ospltal, giva location maide Liminy :[T)EE!EETSS [if cutside, give location) Reati® on Form

269 WEMUTON _ ST MARYS HOSPITAL  ["%° MO 72l E Miller Yes O N3

) 3. NAME OF _I:IECEASED First Middle Last 4, DATE Month Day Yaar
(Type ot print) OF

“a A JAMES EDWARD  NANCE PEATH  DRC
A

5. 5EX 6. COLOR OR RACE 7. Married [] Never Married & DATE OF BIRTH | 9. AGE (last birthday} | IF UNDER ) YEAR 1{F UNDER 24 HR

VS 300
Rev. 4/59

‘DATE AMENDED

Widowed [] Divorced / Months | Da ]Huuu Min.

509 —_Mala  |Negro 71

10a. USUAL OCCUPATION (lee kind of work dene | 10b. KIND QOF BUSINESS OR INDUSTRY 'l T Bl HPLACE {City snd state or country) [ 12, CITIZEN OF WHAT COUNTRY

uring moy of wo jfg, aven if ratired)
Retired ¥81tceman Allensville, Mo USA
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

; S. ARMED FORCES? T%&%&gr l?rﬁagonmm Lelia Miller
15. WAS DECEASED EVER IN U.S. ARM . . .
[Yes, no, or unknown}{ (If yes, give war or dates of tervicel I]\mIANAPﬁLEIS ’ INDIANA
I MES. IET.TA NANCE

no
18. CAUSE OF DEATH (Enter anly one cayse per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ( QNSET AND DEATH

IMMEDIATE CAUSE {a) /0

— .
Conditions, if sny, DUE TO (b} A—W @aﬂtg

which gave rise fo L4

above cl:uu d(.)' . /
tat 1 -
lying ® cavse last. BUE TO {g) [ETLctpr oA /e/ ~ 2 'C‘%_

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO BEATH but not related to the terminal PART I11l. If deceased was femal was

diseaye condition given in PART J (a) . R thare a pregnancy in last 90 days.
- oL renlecs, [Gver | G to | O tknewn

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW [NJURY QOCCURRED. (Enter nature of injury in PART | or PART [I of item 18.}
PERFQRMED? [} a (]
YES NO [

20c. TIME OF Hou Month, Day, Year [
INJURY a.m.
pm.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (o.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK (O

/ Vi 2
21. | atended the deceased frowrm / :“/30_/6 Bnnd last saw hlmahve on_gﬁaés_—

Death occurred at / n J-J Aun on the date stated sbove, and to the bext of my knowledge, from the causes stated.

(Degree or title) 22b. ADDRESS — 22c. DATVGNED

fza-m"%:? V”-D NP, g /@Z(_% P2

1AL, CREMATION, - 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of counly) {State)

—LQMHBJTFQMILF
S 25. DAIE RECD. BY LOCAL REG.
J ¢ Mo, 3044«./«1!964

{Licensed Embalmer’s Sla!‘mem on Revlru Side}
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AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No._____

or by

working under my personal supervision. ’gq ; ')' t%
) Signed

Student

Signature of Student Embalmer

o
—

Note: The above MUST BE SIGMNED BY THE LICENSED EMBALMER in

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, heé. also shall sign in his OWN handwriting.
If this body is not embalmed, fact should be so stated above.




